FROM:

MEEiICAID REVIEW FORM
Fl-Related Pragram

TO:

We must dechle B veu ar vour children can cantinue tn pet Medicald. Meass

«  answer all quesions om Chils foroe,
+  attach the reqmested proof of informestion,
»  EEn this peview form, amd

redurn this farm 1o ns by

IF yim mied Belp with (his farm or hive questions, please call your Medicald worker at the lelephene number listed above.

Tell us whe In your family lives with veu, Fill in the requested information. You de ned lave do give vs dibcenship infarmation or Social Securily

numbiers far people whe e net ged Medicald, bul Social Secority muembers may Belp us pel Information we need to deckile B veu can il ger Medicail.

Thade:
Worker Manae:

Toliphome;

Bk

Prame

Relaiban
0 Vi

Mlariral
Elalus

Dirihdate

L5
SMorF

L9 Sogin] Becurily

CilEses Mumbr

Ly weu pay semeone [o Bake care of veur childiren) og
a dependent prrent while yon work?

D Yes Mumber af childreniparenta ler wham veu
Py foF care: Aot 5
Attech verilcation of amaanl.

O me

Tell us how much income your family has, Enter GROSS PAY not take-home pay. Enter zera (0) if you are unemployed.

¥aur lmcoms Fras Employment

DiEer Farenl's Income rem Employment

Emgdayer's Name and Tekpbeae Number:

Empleyer’s Mame amil Tehephane Mamber:

Amsiunt you curn exch pry perinl before laxes: §

D Weekly D Twice s a=inth D Exery Tewo Weeks

[0 monme

Ampnnd olher paread carns cach pay perdod before lnves; §
D Weerkly D Twize a maanth D Exvery Twn Weeks

D Wanihh

* Pleasa send your pay stubs for the lasat four weeks and proof of all other income received in the last month.

T amy family membcra ing siih van pay
child suppori for ® chill ouwisile the bome?

[ ¥es- Fillin the informatlon requested
Dzl
[ me

Wamie of Persan Paying Ch:

For Whom Is Faymcnt Mlader

Amaumnt:

[aw Olten?

[reea your Tamely kave health inzuramée sther

hcher lmcome Ammnelii Fo (iTem Ik ihils Tngome Hecelved T Which Famly dMember Gets This Inconme? iham Medicaid? [ ves [ o
Lkl Soppeert 23 IT wed, wehosl is dbe nanee o e insorance
Almany 2 company?

Hocinl Zeeurily Fay ment D

Usempleyinent Benclite |-

tither (ﬂ:ﬂlr l'I.rl-Il.Il_I E

* Please gend DHHS prool of the Income lisied above othier than Soeclal Security,

PLEASE READ THE STATEMEMTS BELOW CAREFULLY AND SIGM THE FORM.

1 understand thal Medicaid coveraae will be redielermined Based on thia Tarm,
1 understand thal 1 muet repart all changes in ey houschold sitvatios within 10 days.

1 understand ehat il 1 ghoe wrong informadion [ may bave o pay back maney [or bepelive [ recefve] whike [ was [neligitde
1 understand that by sdgning (his fers, T am sayiog Chal Dhayve 0281 the lemth,
1 undersiand that | bave rhe right 0 a lair hearing if 1 diagres with & decidon mede by DELIHE,
T understand that miy sight 1o 1hied garty paymenis for medical care will be assigned 4o the Stade,

I zeridly thal sl of the praple lisled on 1hs Faem who are recenang or requesismg Medicanl mre 115, climems or lkwlsl mmigrenis,
I ¢eriily dhiml the inlormation [ Bave gives i@ dhis Torm i drue, apd [ give the Beparinnad of Heakh aed Human Servieds perabssiss (o BEnke any geecvery coalicls 0o cleek my stalombenta

WHEADMNE - Fewsion Data 32003

Who Is cavercd hy the Insarance?

What [s tbe pelicy numbier?

* Pleagse send DHHS & copy of the aard,

* I yeu da naf allach verificatlion of incomae, your
review cannot be processad.

Signature of Begelleiary ar Asthorbml Hepresentathe

Mhage

'l':lrEanr



